As the link between executives and bedside nurses, nurse managers assume roles that bridge both organizational and professional goals. Nurse retention is one of the many responsibilities that characterize the nurse manager's work. To better understand the pivotal role of nurse managers, the authors describe the views of 32 nurse managers regarding their roles and the characteristics they need to promote retention.
Nurse Manager and Retention
Nurse retention is both an expectation and major responsibility of the NM role that has both organizational and professional implications. Organizationally, a stable workforce reduces direct and indirect costs that are associated with turnover that may result in an organizations' ability to provide services. From the professional perspective, the benefits of nurse retention are related to the quality and continuity of care.
Retention is an important focus for the NM but requires a significant amount of time and effort given their growing scope of responsibilities. 2 First-line managers are in the best position to impact retention because they have firsthand knowledge of issues and challenges important to nurses and care delivery. While first-line managers know the importance of creating a positive work environment, they are continually confronted with immediate and often unexpected unit-based issues that arise on a day-to-day or sometimes minute-by-minute basis. In addition, demands on their time that originate from "institution or system needs" may compete with those on the unit level. As a consequence of needing to meet ever-changing priorities, NMs may have to forfeit attending to some of their staff's professional needs that have been identified as being important to their satisfaction and retention. [3] [4] [5] The evidence describing NMs varies in breadth and scope. Characteristics of successful managerial behaviors and leadership styles have been described in the literature and include communication, advocating for nurses, providing a supportive organizational culture, autonomous practice environment, scheduling, staffing, continuing education, and collaborative relationships. 6, 7 There is recent interest about how NMs and executives create a positive environment such as those linked to Magnet hospitals 8 and also those that address manager challenges in leading a new generation workforce, 9, 10 but there is little about NM activities that are directly geared toward nurse retention.
Taunton and colleagues 11 posited a theoretical link between manager leadership and nurse retention that was empirically supported in a causal model finding that head nurse consideration had a direct, significant relationship to retention. Similarly, Boyle 12 found that the NM power, influence, and leadership had a positive impact on retention. Although not specifically related to retention, Laschinger et al 13 reported that staff nurses perceive themselves to be empowered when their leaders provide purpose and meaning to their work, enhance decision making, and structure a positive work environment. These studies provide support to the beneficial role of the NM, who has sometimes been referred to as a "chief retention officer." 2 To be successful in this critical activity, the key roles and the associated skill set need to be identified from the perspective of the NM who is responsible for retention.
The purposes of our study were to describe the roles and skills of NMs, whether they possess these skills, the characteristics of the NM that facilitate or serve as barriers to nurse retention, and to describe the strategies that NM believe will improve retention. We also wanted to assess whether the NMs' perceptions of their roles differed by educational background.
Our study was undertaken by the Greater Cleveland Nursing Research Consortium, which is collaborative research model conceptualized and initiated by the Frances Payne Bolton School of Nursing by nursing leaders from academia, practice, and administration. The consortium is a model for partnering with community agencies to solve nursing practice and delivery challenges by conducting research. The consortium consists of 4 working project groups organized by topic. Our study reports on the work done by the workforce shortage group. Its membership consisted of faculty from the Bolton School and leaders from 5 clinical sites that included academic medical centers and community hospitals.
Conceptual Framework
In order to organize the data, we used the categories identified by Donabedian. 14 His structure, process, and outcome framework was originally developed to examine the components that influence medical care. For our purposes, the structure, process, and outcome categories were redefined for use by administrators. Structure was defined as the environment in which care takes place and where the NM facilitates an environment that supports one-to-one care or an environment that supports the group practice of nursing. Following Donabedian's 4 categories of structure, 14 the environment of care was further redefined. The technical and physical dimension of structure was defined as the manager's role to provide the physical tools, equipment, and technology that supports one-to-one care and the work environment. The professional category of structure was associated with the manager's role in ensuring the availability of nurses to provide care, shaping and implementing core professional values, and to facilitate group expertise either directly or indirectly by attending to nurses' formal and informal education, experience, and competence. The administrative category was defined as being associated with the manager's core values, authority, accountability, and responsibility for nurses directly and by interfacing with other departments to enhance the care environment. Last, the fiscal category was associated with the manager's role in the development, implementation, and operation of budgetary concerns to support the care delivery environment.
Process was redefined as the performance of management activities, either technical or interpersonal, and occurs among and between managers, nurses, patients, and other healthcare providers. Process was associated with management activities that directly and indirectly affect a smooth working organization, operation, and flow of work. Process activities include those that affect one-to-one patient care as well as process activities that reflect the group practice of nursing. Outcome was considered to be a change in the nursing unit function related to oneto-one patient care or the work environment (nurse or organization), as a result of the prior structure and process.
Implementation
In our study, we used a qualitative method and focus groups to answer a series of questions about the role of the NM. The interview guide questions were developed by members of the work shortage consortium group by examining the literature and using the interests and observations of the consortium members. The questions were pilot tested by the clinical leaders of the workgroup in their respective facilities and then we revised them based on the results of the pretest. The final set of questions that we used in the focus groups consisted of 8 questions, 5 of which we describe in this article. Human subjects' approval was obtained from the clinical settings.
Data Collection
We held 4 focus groups and each group consisted of a purposely chosen group of first-line managers. Before we contacted potential managers to participate, we sent letters of information about the study to each hospital's chief nurse executive. Subsequently, first-line managers were introduced to the study by the clinical and administrative members of our consortium via nursing management meetings held at their respective hospital or through posters that were displayed in a central nursing office area. Interested managers were invited to call a central number to obtain additional information. During this initial call, managers were asked about their educational background and their availability for a series of potential dates for each of the focus groups. Once the NM agreed to participate, we sent a letter to their home confirming the date and time of the focus group. In order to prepare the NMs for the focus group, we sent a copy of the questions from the interview guide so the managers would have time to think about the questions.
NMs were placed in a focus group by their educational background. The original intention was to have 4 focus groups that were configured by the educational background (associates degree, diploma, bachelor's degree, and master's degree) of the NM. However, because we had an insufficient number of associate degree and diploma managers respond, NMs from these 2 educational backgrounds were combined into one focus group. There was a large response from managers with a bachelor of science in nursing degree, so 2 focus groups of these managers were held. In order for NMs to be included in the study, they must have been in the role of firstline manager for a minimum of 6 months and have budgetary responsibility for their nursing unit(s).
Focus groups lasted between 1 to 1 and a half hours and were audio taped. To protect the anonymity of managers, each NM was designated as a letter of the alphabet to identify them on the tape when speaking. In addition, 2 observers were present during each focus group to take notes. For participating, we gave each NM an honorarium of $75.
Sample
A total of 39 NMs contacted us and 32 were eligible to participate and able to attend the focus group. NMs representing 7 acute care hospitals, participated in 1 of the 4 focus groups: 1 with NMs who had either an associate degree or diploma, 2 groups of NMs with a bachelor of science in nursing degree, and 1 group of NMs with master's degrees. Each of our focus groups had between 6 and 9 managers who came from 4 to 5 hospitals. NMs were mostly female and averaged 45 years of age (Table 1) 
Data Analysis
After the audiotapes of the focus groups were transcribed, read, and reread, we used content analysis to identify categories. The data were managed by a computer program called Nudist QRS5. We used the notes that were taken from each focus group to clarify areas that were difficult to understand from the audiotape. Although the focus groups were constructed by education, the primary analysis done by the author (Standing) was blinded to group identification. Initial categories were identified from the data. To ensure consistency of coding, the definitions for structure, process, and outcome guided our analysis.
Our findings were organized by each of the questions in the interview guide. Once initial findings were obtained, they were returned to the members of the consortium for clarification and refinement. To achieve consensus and further refinement, 2 of the authors (Anthony, Standing) reviewed the data multiple times. For example, the theme of leadership was first coded as structure based on the following text: "I was thinking more like a leader, I mean I play a leader role . . . and kind of guide them along the path. They come to me with problems and I tell them to come with solutions as well as the problem." After discussion among our consortium team members, leadership was revised and coded as process: "So I kind of lead, and send them down the right path, and sometimes give them a push. And that is how I get them to go with some of my ideas . . . . We are the facilitators of all, trying to move everybody forward and keep everybody in line."
Results

What Are the Key Roles of NMs?
Most roles were classified as being structure with a primary focus on the professional and administrative categories of structure ( Figure 1 ). Professional roles were often described by being the types of relational roles that promoted staff growth and produced satisfaction in the manager. For instance, in describing mentoring, one NM said, "one of the neat parts of being a manager is when you figured out what that employee needs and you help them get it; that is just too neat." Managers were articulate in describing some of the powerful process activities associated with their roles that directly or indirectly exemplified the nurse manager's leadership behaviors (Figure 2 ). Championing nurses reflected a philosophy and behavior that spanned several organizational levels. In one example, NMs talked about being a champion for their staff stressing their dilemma in balancing competing roles and interest, "We also have an important role to be a champion or representative of our nursing staff as we move up the line in administration, and to remember what it was like to be a bedside nurse, and what issues were important to us then."
NMs also talked about how their vice presidents were their champions, ". . . and they know that sometimes politically they may not be saying the right things in their upper echelon meetings, that we are not privy to, but we know that they are supporting us, to the point of what is more important for patient care . . . ." Lastly, NMs talked about their role as being a champion for the hospital by supporting organizational-level decisions to their staff despite not fully understanding them, yet having trust in the organization.
NMs also described their key role as having outcomes ( Figure 3 ) that were associated with the Figure 1 . Key roles of managers-structure.
• Listening Figure 2 . Key roles of managers-process.
patients they cared for as well as the staff they were responsible for and collaborated with. They specifically identified maintaining patient focus and frequently reminded their staff about keeping their perspective on the patient, patient satisfaction, and providing quality care. Managers believed that keeping stakeholders content was an important role and described the scope of who those stakeholders were and what it took to please them. One NM expressed, "I think it is keeping everybody happy-the docs, the administration, the patients, the nurses . . . and keep everybody happy." Another NM said, "In this day and age, I am the staff morale booster, and problem solver, and counselor, and anything else I can think of to keep people relatively happy."
Do Key Roles of NMs Differ by Education?
Differences in the types of key roles NMs identified existed by their educational background ( Figure 4 ). All NMs identified staffing, retaining and keeping staff happy, and ensuring good patient outcomes as key roles. Managers in the associate degree/ diploma group talked more about the administrative aspects of structure, such as managing admissions and finding beds, doing paperwork, attending to Joint Commission on Accreditation of Healthcare Organizations requirements, and precertifications. Nurses in the BSN focus group emphasized the professional dimensions of structure such as recruiting, educating, ensuring competencies, and promoting growth; whereas process aspects highlighted communication, empowerment, and leadership. NMs in the master-level focus group were more balanced in their assessment of key roles but were more abstract in their description. Structure was dis- cussed in terms of the human resource role, providing the tools and equipment, and acting as a mediator between their unit and higher levels in the administrative hierarchy. Process in this group was similar to the BSN group, which reflected problemsolving roles and putting out fires. Participants in all focus groups agreed that they had a patient focus and attended to stakeholders' needs; however, NMs with associate degrees or diplomas explicitly described their role in quality care.
What Skills Do NMs Need to Retain Staff? To What Extent Do You Believe Most Managers Have Those Skills?
The skills identified by NMs as needing to promote retention were primarily associated with structure and process ( Figure 5 ). The professional and administrative aspects of structure were most often mentioned. Team construction was one important skill and exemplified by a nurse who said, "I guess staffing is the top thing that I do; every time I put the schedule out, I am thinking, can those people work together? Is [the team] strong, is it weak, is it new, does it need a more senior person, is it a licensed practical nurse, is it an RN, do they need a patient care assistant? It is all that finagling of team. I can have 5 teams working . . . 1 team doesn't know what the other is doing, if they are drowning or not."
When the NMs talked about the skills they need, most addressed turnover and what it means to be flexible in accommodating and understanding nurses' lifestyle changes, especially those that reflect generational issues: "There are people who have different priorities in their home life, that is what really matters. What gives them that quality of home life? Some people like to work every weekend because they have childcare, and I try to make whatever they want work . . . it takes time, and it takes creativity."
Managers believed having a set of processrelated skills was important in retaining staff. In general, these skills were relational in nature and necessary to produce a smooth flow of work within the groups. In talking about the skills needed to empower staff, one NM said, "I learned, as a new manager, something a couple of years ago: initially I let people come to the unit and complain and then I was the one that was burdened with fixing the relationship or the problem. It didn't take too long that I got tired of doing that. So now I will discuss it with the person and encourage them to go back to the individual. And if that isn't successful, then I go and help mediate with the two . . ."
Managers believed that communicating a patient focus in everything that gets done is an important skill to have in retaining staff. As described by one NM, "I think that the entire group, the entire team, has to agree that this is about the patient. This is all [emphasis added] about the patient and that we are all in this together for the patient. . . . If you always do what is best for the patient, you'll usually rise to the top." When we asked NMs if they had the skills that they identified as being key to retention, they generally described an ability that developed over time. One NM said, "You can't take organizational behavior or take organizational leadership and think that it is going to teach you." Another NM responded saying, "Some people are able to just do this, that is just who they are. They have just developed being their own person and that comes out." Yet another manager said, "I think natural leaders rise to the top; we all have certain personality traits, and I can tell after doing this for a long time when people are faking it." One NM summarized her journey, "I think that you develop these skills as you go, you learn by trial and error. You make your mistakes, and you know, learning from your bruises as you go."
What Characteristics of Your Unit's Team Facilitate or Are Barriers to Retention?
Characteristics associated with the professional and administrative aspects of structure were most frequently identified ( Figure 6 ). The professional dimension of structure was related to being integrated into the work group in such ways as having a good orientation, preceptor, and coaching. However one barrier to retention was described as not being adequately socialized to the unit. One NM said "we are trying so hard to get people in, you know, learn what you need to learn in order to quote 'do your job.' Your preceptor is going to teach you to do your job [emphasis added], but we haven't given her time to let us know, who you are, what you do, how do you work?" Unit processes that NMs described as being helpful to retention were nurturance and teamwork. "I always tell new people coming here that we have the best teamwork around. You will find that our nurses here really support each other, they care about each other. If one side of the place is working down, the people are calling them and they are there helping them. So I try to sell teamwork as a recruitment issue." Outcomes considered to aid in retention had to do with having a good unit reputation and positive organizational culture.
Given Your Span of Control and If There Were No Limits on What You Could Do, Specifically What Strategies Would You Use to Retain Nursing Staff?
The managers in our study expressed a combination of professional and fiscal strategies to retain staff ( Figure 7) . They would balance work load with resources by creating more beds, hiring more staff, and balancing the work load over fluctuations of census. As reflected by one manager, "Well, I think you have to have a match between what your resources are and what your patient caseload is and that match has to reflect your values and beliefs in patient care. And right now my struggle, and I believe the staff's struggle, is that there is not enough resources for the patient load, the work load is too heavy; that is creating morale problems, perceptions of distrust."
Another manager expanded the consequences of uneven work loads: "I agree with the work load. One of our values as an organization is that patient satisfaction piece, and I absolutely am behind it 100%. But it is really tough to want to come down too hard on the staff that didn't get into a room quick enough, and I look back at the assignment and that nurse has 14 patients and I cannot realistically expect they are just going to get into every room the minute that call light goes off. So to preach that to them, while we are taking away resources, creates bad morale and distrust in management."
Managers would provide nurses with better salaries and other perks to reflect their organizational value. A private lunchroom was identified as an important perk because it enabled staff to have lunch in a room where there was not a series of ongoing interruptions by other staff or patient families. In addition to the visible indicators that nurses are one of the hospital's most important assets, NMs talked about providing nurses with the authority to do their jobs and create a good team.
Discussion
NM leadership is key to effective unit functioning, quality care, and thus retention 15 because the NM is central in managing core values, maintaining constancy of purpose, and influencing the group toward achievement of goals. [16] [17] [18] NMs have been recognized as having one of the most overburdened positions in healthcare. 2 Over time, the NMs role has evolved from focusing on the management of clinical activities to managing the clinical and administrative activities of a unit and having a more significant presence in translating and achieving the goals of the organization within their defined areas of responsibility. 19 The findings from our study supported this idea.
In our study, we found that the professional and administrative roles of the NMs were most often identified. When NMs fulfill these roles, they create a work environment that supports patient care or the group practice of nursing. Donabedian 14 claimed that good structure leads to good process which leads to good outcomes. In the case of NM roles, the same can be said. For instance, if a NM focuses on good team construction (structure), then it increases the likelihood of having good teamwork (process), which leads to better patient outcomes. The usefulness of being able to create a good team is particularly important. Not only does it help with retention, but also, if not enough nurses are available, being able to create a good team is something that NMs can work at creating.
We found that managers identified a number of broad roles that are not mutually exclusive to their responsibility for retention and not learned in any systematic way. The NMs in our study were experienced nurses and managers. Yet, they clearly remembered and told of their trials and tribulations as they moved through stages of NM novice to NM expert. Recognizing that on-the-job training is insufficient in preparing NMs, nurse leaders from academia and practice can continue to design programs and other initiatives to support novice managers in their journey.
The role of NMs is complex, has competing demands, and requires them to function in highuncertainty environments. Managers need leadership skills and the ability to foster an environment that effectively guides retention. To deal with the chaos created in a changing healthcare system, a new paradigm of leadership is needed. "Servant leadership" is an emerging approach to leadership in which the role of the manager is to serve her or his employees who in turn serve customers. 20, 21 In our study, NMs repeatedly talked about how they "serve" their nurses who must serve patients. They talked about nurses being stakeholders, how NMs are champions of nurses in care delivery, professional growth, and their overall quality of life. Servant leadership is one way to recognize the diversity of needs inherent in a multigenerational work force. Likewise, the NMs emphasized that keeping patient care as the critical focus served as a unifying theme in bridging organizational and professional goals. We believe that the first-line manager is responsible for integrating a network of activities and stakeholders. These networks create a simultaneous and dynamic situation that the NM often coordinates and prioritizes. The role of the NM is complex and has been recognized, but we are just beginning to understand the specific nature of their role, particularly in the ways it impacts workforce retention.
As healthcare continues to change, the role and skills of NMs must also adapt. NMs who participated in our focus groups highlighted the importance of managing relationships and their importance to retention. Coaching and mentoring were important to retention because these relational activities help new nurses socialize into an existing team and also into their professional roles. We found that NMs believed that being able to put together a team that works together, supports one another, and is able to resolve conflict is critical to improving retention. Championing nurses and the hospital was an activity that was found across several organizational layers. NMs believed that their boss was their champion and so perhaps NMs learned by example the importance of being a champion for their staff and thus contribute to an environment that values nurses.
There is ongoing debate about the appropriate educational background of NMs. 22 Our study is the first to highlight how NMs from different educational backgrounds view their role. Nurses with a master's degree expressed a more global and balanced assessment of their roles across structure, process, and outcome. NMs in the bachelor degree focus group reported many process roles that addressed providing leadership and managing relationships. NMs with associate degrees and diplomas expressed fewer process roles but were explicit about their influence on quality. Here it is important to note that the themes from the focus groups were analyzed without knowing which group represented which educational background. We also want to highlight that regardless of educational background, NMs reported their important contribution in keeping a strong patient focus and keeping the needs of a variety of stakeholders in mind.
Although NMs in this our study articulated numerous structure and process roles that influence retention, they were less explicit about what it means to maintain a patient focus and how that influences retention. From both a research and practice perspective, we would benefit from an expanded view of what it means to "keep maintain a patient focus" and how NMs influence that process. Keeping a patient focus has organizational and professional overtones, and being able to examine where these two domains are congruent and where they diverge will lay the foundation for resolving the competing demands that arise.
Limitations in Our Study
We believe that there are several issues that must be acknowledged when discussing the results of our study. First, the NMs who chose to participate in the focus groups may not be representative of the broader population of NMs. They were the ones who took the time and had the interest to participate in the focus groups. Those very characteristics may mean that they experience their roles differently from those who didn't volunteer. Second, while the size of the facilities differed, all NMs lived and worked in the same metropolitan area and may indicate regional differences.
Finally, as Berg 23 points out, the value of focus groups is in the interchange of ideas and comes at the expense of the depth that is more often gathered from individual interviews. In our study, the NMs provided us with more limited information about their role related to outcomes. For instance, we did not have information on unit-level benchmarking indicators, such as hours paid per patient day or other aspects of fiscal involvement. Thus, the focus group process may limit both the breadth and depth of the data generated.
Conclusion
The information obtained from our study validated that the role of the first-line manager is multifaceted with competing priorities. Managers in our study were fluent in expressing the impact they have on the complexities associated with their role and responsibilities in general and for nurse retention. Although they recognized their pivotal role, the breadth and scope of their role can be overwhelming. However, because first-line managers are "close to the action," they are in the best position to promote change in creating a positive work environment for nurses. But they need adequate supports and resources, which may vary based on education, in order to best impact retention.
